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Multi-disciplinary Biopsychosocial Approach to Low Back Pain Benchmark Study
Low back pain (LBP) and neck pain are prevalent and expensive diseases in America and
globally. In 2016, it is estimated that LBP and neck pain accounted for 134.5 billion health care
dollars which is the most expensive conditions reported (Dieleman et al., 2020). LBP combined
with neck pain was the leading cause of disability for most countries in the global burden of
disease study (GBD 2017 Disease and Injury Incidence and Prevalence Collaborators, 2016).
The guidelines for treatment of LBP have changed minimally in the last two decades.
First line treatment recommendations from 2007 (Chou et al., 2007) included encouraging
movement, providing information, and prescribing medications. Current guidelines (Qaseem et
al., 2017) recommend a multidisciplinary approach (MDA) or multidisciplinary biopsychosocial
(MDBP) rehabilitation with education including self-management instruction, physical
therapy/activity, anti-inflammatory medications, and reassurance about the patient’s prognosis
along with feedback regarding their progress.
Sufficient evidence is available with clear guidelines for treatment and reduction of pain
and disability with LBP. The gap in research is in how to translate our knowledge in
implementing a multidisciplinary approach in a focused way at an individualized level. It would
be beneficial to know if small studies with intensive MDA/MDBP utilizing digital intervention
would improve outcomes on a large scale. For these reasons, the author sought out evidence to
support a change in the current practice at a pain clinic.
The clinic chosen for the benchmark project has a history of participating in clinical
research to find the best modalities to improve LBP and would be a good choice to implement
the current evidence based practice with digital support. The challenge is to work within the
current clinical practice framework to bring a MDBP approach in working with patients to
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achieve improvement in pain and disability for LBP. MDBP involves education of the disease
process, physical therapy/activity, psycho-social support, and goal setting with the patient.
Digital support and follow-up with the patients are factors that can improve the chances of a
successful intervention.
1. Rationale for the Project
Low back pain (LBP) is the third most common reason people seek care in America (St
Sauver et al., 2012) and it is the primary reason for missed days from work (National Institute of
Neurological Disorders and Stroke, 2020). Working in a pain clinic for eight years and managing
research studies directed toward improving low back pain in patients was the motivation for
choosing the evidence based intervention in this population. The health care professionals (HCP)
in the pain clinic usually have a conversation with the patients who have acute or subacute onset
of LBP (or recurring LBP) about their disease and give them a written handout with exercises
and ask them to perform these exercises at home. As well, they may be prescribed physical
therapy or chiropractic care. However, from personal clinical experience and from descriptions
in the literature (Lim et al., 2019), many patients are fearful of performing exercise on their own
and they do not feel engaged in the process of their care. Observing the disconnect in the
patient’s behavior led to the question: In adult patients with low back pain (P) how does the use
of a multi-disciplinary biopsychosocial (MDBP) educational approach (I) compared to written
educational materials (C) affect pain intensity (O) with twelve weeks of intervention (T) in a
pain clinic?
When patients seek care for LBP, they prefer clear and consistent information regarding
their diagnosis and prognosis. Lim and colleagues (2019) concluded from their systematic
review of forty one trials that patients want individualized care, an explanation of what their
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treatment options are, and to know if there are self-management strategies. Seven randomized
controlled trials (RCT) and three meta-analyses have provided compelling evidence to support
implementation of a multi-disciplinary approach which includes education, assurance, physical
therapy with targeted exercises, self-management (engagement), and digital support. Using these
studies as a model for implementation, it will be a challenge for a single clinic. However, with
persistence and support from the staff it is achievable.
1.1

Project Goals
The goal of the benchmark study was to expand on the usual care for the LBP patients in

the pain clinic and have a formal process for incorporating a MDBP approach to improve pain
intensity and disability. The current process is to answer any questions they have about their
disease, give them a handout with examples of exercises to perform, and to come back to clinic if
the pain does not improve. There is not a protocol to educate patients about their disease process,
explain the current guidelines and describe the options available to improve their pain/disability,
order physical therapy, suggest cognitive-behavioral evaluation/support, or provide digital
support.
The MDBP will take more time on the part of the health care professionals in the clinic
on the patient’s first visit. However, involving the patient in their own care by setting goals and
providing self-management options is the preferred choice of LBP clients (Lim et al., 2019).
There is the ability to increase the charge for the patient visit for education. A secondary goal is
to provide a “patient contract/order sheet” (Appendix C) that documents initial education of the
disease process, the goals for the patient, the order for physical therapy, an order for
psychological evaluation and support, along with a specific time (eight weeks) to re-evaluate the
pain and disability status.
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Lastly, digital support has been documented to be a valuable tool for encouraging patients
to learn about their disease, perform their exercises at home, and support the cognitive behavioral
efforts to manage their pain (Irvine et al., 2015; Shebib et al., 2019). A tertiary goal is to have
videos/YouTube® support on the clinic website that patients can view to engage them in the
process and support their self-management. The existing patient reminder system for clinic visits
could be used to remind patients to view the digital support.
2. Literature Discussion to Support Project
The prevalence of low back pain in the life of patients has been estimated to be between
49 to 90% (GBD, 2017). Edwards et al. (2017) report in a systematic review and meta-analysis
that LBP is the cause of 4.3 million emergency department admissions per year. A prospective
review of a National Database (Marrache et al., 2022) found that early intervention with physical
therapy (PT) significantly reduced healthcare spending (at 30 days), however only 11% (of one
million patients) received early PT within two weeks of initial diagnosis. In an effort to
determine if the early PT intervention could reduce costs, they tracked whether patients received
advanced imaging, epidural steroid injections, chiropractor visits, orthopaedic surgeon and pain
specialist visits, as well as emergency department visits. A recent estimation of spending by
health condition reported by Dieleman and colleagues (2020) found that in 2016 low back and
neck pain accounted for 134.5 billion dollars in spending in the United States. These publications
and the data they provide warrant the use of current guidelines to improve outcomes for pain and
disability as well as reduce cost for healthcare expenditures.
Patients report a preference for clear and consistent information, individualized care, an
explanation of what their treatment options are, and to know if there are self-management
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strategies (Lim et al., 2019). These preferences along with the published literature are all reasons
to consider the current evidenced based practice of MDBP approach to LBP care.
A literature search was performed to find evidence and models for change in clinical
practice for adult patients with LBP. The guidelines as noted, already exist (Chou et al., 2007;
Qaseem et al., 2017). Most of the studies had various interventions that included some or all of
the MDBP (education, assurance, physical therapy with targeted exercises, self-management, and
digital support) components. The MDBP was compared to usual care in all but one instance
(Fernandez-Rodriguez et al., 2022) and that study compared exercise alone to exercise with
biopsychosocial support. All studies considered in this review included pain intensity (by various
instruments) as an outcome and most of the studies reported disability and/or work status
outcome.
Seven randomized clinical trials (RCT) were undertaken to determine the effect of an
MDBP approach on pain intensity and disability (Gardner et al., 2019; Irvine et al., 2015; Mas et
al. 2019, Shaygan et al. 2022, Shebib et al., 2019; Smith et al., 2019; Suni et al., 2018). The
results revealed statistically significant improvement in pain intensity in all seven trials and four
of seven (RCT) reported statistically significant decrease in pain intensity along with disability
(Gardner et al., 2019; Mas et al. 2019, Shebib et al., 2019; Smith et al., 2019) when using MDBP
intervention compared to usual care. Gardner et al. (2019) reported both a statistically significant
change and a clinically significant change in pain intensity and disability. Clinically significant
change was not addressed in the other RCT, but this is an important factor to consider in future
trials. The time period to assessment of pain and disability varied for each of the trials, refer to
Appendix A for the duration and the improvement results.
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A prospective cohort study by Ibrahim et al. (2019) included patients with chronic LBP,
which is the only study (in this review) that reported similar intervention with impressive
outcomes over an 18 month period for pain intensity, disability, and return to work. The
strongest evidence came from three meta-analyses (Du et al., 2017; Fernandez-Rodriguez et al.,
2022; Kamper et al., 2015) and a systemic review by Van Erp et al. (2019). Three of these four
studies reported significant moderate effects of MDBP on both pain intensity and disability in the
short term and long term. Kamper revealed only long term improvement. See the synthesis tables
in Appendix A for outcome variables, duration to evaluation, type of studies, and the
interventions.
Two studies were digital care programs utilizing on-line and software applications for
home self-management (Irvine et al., 2015; Shebib et al., 2019). These RCTs used digital support
for education, assurance (cognitive behavioral support), physical therapy with targeted exercises
as the MDBP in a work-place setting for patients with LBP. As noted above, these studies had
positive results. The evidence from these trials, along with patients’ preferences for LBP care,
supports the need for change in clinical practice.

3. Project Stakeholders
The HCPs (physicians, nurse practitioners [NPs], physicians’ assistants [PAs]) are the
major stakeholders for the MDBP. The physicians are part owners in the clinic, and the
administrator works for the practice partners. An initial introduction of the idea to the lead
physician (LP) elicited a positive response with the idea of marketing this concept to bring in
new patients. As well, the LP has a colleague that implemented a similar program in his practice
and was satisfied with the progress and outcome for his patients. This will be important to
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consider while working with the practice and engaging with the marketing director (MD) and the
chief operating officer (COO) early in the process. The patients are also the major stakeholders.
The NPs and PAs may be resistant to implementing an intervention that will initially be
more time consuming than the usual practice. The COO may be reluctant to implement the
project due to the cost of initiation (website work, recording videos) and/or the time for pilot
testing. If patients expect that they will receive medications or injections at the pain clinic, some
patients may be reluctant to try a “new treatment.”
There are opportunities for inter-professional involvement between the HCPs, the project
leader, clinic administrator, physical therapist, psychologist, medical assistants (MAs),
physicians, and the information technology administrator (ITA). Permission for the change
project will be needed from the LP and the COO for the partnership. The HCPs make the
decisions about treatment for their patients, so they are gatekeepers for the project. The LP sets
the guidelines for care and supervises the NPs and PAs, and his initial response to the MDBP
project was positive. The change champion is the LP; therefore, his backing is critical. The
project leader has a good working relationship with the HCPs and MAs who work with the LP.

4. Proposed Outcomes
The primary outcome variable for the benchmark proposal is to improve the pain
intensity for the patient. A secondary outcome is disability or their work status/activities of daily
living status. These two main variables are measured by different instruments. The pain intensity
reported in the literature is commonly measured by the Visual Analog Scale, the Visual Numeric
Scale, Numeric Rating Scale, Brief Pain Inventory, and the Modified Von Korff (pain only)
scale. The studies reviewed for this benchmark reported pain intensity and disability combined
by the following instruments: 1) von Korff scale, 2) Multi-dimensional Pain Inventory, 3) Pain
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Disability Index, 4) Pain Self Efficacy Questionnaire, 5) Quebec Back Pain Disability Score, and
6) Roland Morris Disability Questionnaire. These instruments for pain and disability are widely
used and accepted tools in research and clinical settings. The clinic for the benchmark study uses
the NRS for pain intensity and PDI for disability. In addition, patients are asked if they are
working. The proposed duration of treatment for evaluation is at eight weeks after
implementation of MDBP.
Important factors to consider in evaluating the success of the clinical outcome would be
whether the patients sought outside medical care, more pain medications, or received epidural
steroid injections. At the eight week evaluation, other considerations would be to determine if the
patient participated (from the initial goal setting) in the physical therapy (including number of
sessions), at home exercises (did they use digital support?), and psychological evaluation and/or
cognitive behavioral sessions either in person or by digital viewing. In addition, a key outcome
would come from asking for honest feedback from the patients regarding the program and if they
believe it has value for them and if they would recommend it to others.

5. Evaluation Design
The MDBP intervention will have an iterative evaluation with adaptation to remain
focused on the core value of the evidence based practice (EBP) vision. Miller et al. (2019)
propose their tool for the evaluation of implementing EBP to incorporate decision points for
ongoing adaptation. The clinical process evaluation (see table 1) will help to determine if the
EBP intervention is being implemented as proposed in the original evaluation plan and if it is
feasible in the pain clinic setting.
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Table 1
Clinical Process Evaluation
Step

Milestone

1

Yes

Do you have stakeholder support (physician leader, ADM, NP,
CS)?
2
Was the final proposal approved (include digital support and
clinical tool)?
3
Did the pre-pilot test work reasonably well?
4
Did the pilot test work?
5
Are patients agreeing to participate, are goals being set with the
patients, is the staff using the clinical tool?
6
Are the patients setting up digital reminders with the staff?
7
How much time does it take to use the clinical tool and set goals
time
with the patient?
8
Is the implementation feasible in clinic?
9
Is cost from extra time with patients off-set by increase in charge
for time?
10
Would the patient recommend the clinic to others based on their
care?
ADM= administration, CS=clinical staff, min=minutes, NP=Nurse Practitioner

No Adapt

min

A separate and concomitant evaluation will focus on the outcome measures (Endpoint
evaluation, see table 2) for the intervention group (MDBP) and will be compared to patients
receiving usual care. As noted by Alexandrov et al. (2019), pain intensity and disability are
specific outcome measures and analyzing the results are an important way to quantify the impact
of EBP interventions. In the author’s estimation, evaluating both the clinical process and the
outcome measures for the patient must be considered to determine if the EBP intervention is
feasible and sustainable.
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Table 2
Data Collection and Endpoint Evaluation
STEP GOAL ASSESSMENTS FOR PATIENTS
1
2
3

YES NO

Did the patient attend physical therapy (sessions)?
Did the patient attend psychological support session/s)?
Did the patient watch educational video (disease and
MDBP intervention results)?
4
Did the patient use the physical therapy support videos?
5
Did the patient reframe from outside medications or other
treatments for pain?
6
If working prior to LBP, did patient return to work (# of
days to work return)
7
Did the patient’s pain intensity decrease after 8 weeks of
MDBP intervention?
8
Did the patient think the intervention was helpful (this could
be psychologically, return to work or ADL, movement
improvement, avoiding opioids or other treatment,
knowledge of disease)
ADL= activities of daily living ,MDBP=multi-disciplinary biopsychosocial

HOW
MANY

6. Timetable/Flowchart
Initially the PICOT that was approved by faculty received a positive response from the
lead physician in the pain clinic, however over the last three semesters the ownership of the
clinic changed and the lead physician is now an employee and it was decided to change to a
benchmark proposal. The table (table 3) below has a step by step process for the proposed
benchmark with a time-line. This process is also depicted in a flowchart in figure Appendix B.
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Table 3
Step by step process for implementation of MDBP
Step Work Process
1
2
3

4

5
6
7
8
9

Present to Physician Leader (PL)
Work on Mental Framework and brainstorming with PL / Lead Nurse
Practitioner (LNP)
Develop proposal following input to present to Administration (AD)
Meet AD to gain support
Identify and meet with clinical staff (CS) to:
a. Present Evidenced Based Practice (EBP) concept by reviewing
current care guidelines (for motivation)
b. Set attainable goals c. listen for constructive suggestions
Make any changes to proposal based on input
Concurrent work on developing clinical tools for the setting
Re-evaluate time-line--Are you on target? Are team members
supporting and doing their "assignments" to be able to implement on
time (educational videos, reminders, web site work with information
technician)
Meet with PL / Lead NP for final approval including viewing digital
support
Plan pre-pilot test and notify all staff of the test date
Training of staff as necessary to be prepared for pre-pilot test
Concurrent work on developing/changing clinical tools for the
setting/updating digital support as necessary
Pre-pilot test with faux patient to see if there are any gaps/problems
Make any changes as necessary based on pre-pilot (communicate with
staff)
Implement pilot test with an actual patient; Re-evaluate and make any
changes, fully implement for comparison to usual care
Data collection including -- participation, pain intensity, movement,
disability, medication use, satisfaction, outside meds/treatment
Evaluate data and summarize for report/dissemination
Determine sustainability, make any changes and improve
implementation

Time
Day
1
2-5
6-18

19-23

23-28
29-35
36-77
78-82
83-84
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7. Data on Methods
The proposed “patient contract/order sheet” would be a way to collect all the information
needed to evaluate the outcomes (Appendix C). To report the results of the benchmark study,
table 4 has the outcomes that would be presented if the usual care patients were compared to the
MDBP intervention patients. Not included on the table but important to evaluate, is a question to
the patients that participated in the intervention: did you find the intervention valuable and would
you recommend it to others?
Table 4
Patient population characteristic, pain level, and disability status
Baseline
(usual care)
n=

Baseline
(intervention)
n=

8 weeks
(usual care)
n=

8 weeks
(intervention)
n=

Age (mean+- SD)
Male/female %
Pain level (NRS)
Mean +- SD
Mean change in
NRS
Able to work
Y/N
Days of missed
work
n=number of participants, NRS=numeric rate scale SD=standard deviation, * p< .05

8. Discussion of Evaluation
Since the proposal was not implemented, there is not an official evaluation. However,
tables 1 and 2 are an example of how one might evaluate the clinical process and data collection
of the main endpoints (outcomes). These step-by-step tables have measurable goals and allow for
making adaptations throughout the process.
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9. Costs/Benefits
The associated costs for implementation will center around the time to make and/or
upload (educational, exercise and cognitive behavioral) videos, meetings with staff (labor cost),
and training of staff. There may be additional costs for adjustments and enhancements to the
website for reminders, and any additional clinic time to educate the patients. Since the proposal
was not implemented, an estimation of the costs is in the table (table 5) below. Discussion with
the financial administrator revealed that any education time spent with the patients would allow
the practice to “upcharge” for the visit as long as it is documented. The proposed “patient
contract” (Appendix C) would be a way to document the educational time.
Table 5
Estimated Costs and Income in Clinical Setting for Patient and Clinic
Patient costs direct or indirect (patient would have to pay

Estimate of total cost

deductible and copay)
Increase in cost of initial visit (education time)

$ 50.00

Physical therapy evaluation

$ 225.00

additional physical therapy sessions

$ 125.00 each

Psychosocial evaluation

$ 350.00

additional psychosocial sessions

$ 100.00 each

Possible reduced patient costs direct and indirect (patient may

Estimate of total cost

be able to avoid deductible and copay)
Emergency room visit for recurrence LBP

$ 6200.00

Epidural steroid injections (normally 3 in succession) single

$ 480.00 (X3)

double

$ 720.00 (X3)

Magnetic Resonance Imaging (varies widely on institution)

$2000.00

Opioid medication and visits included

unknown

Additional visits to other physicians or the clinic

$ 150.00

Loss of work days

unknown
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Clinic Costs

Estimate of total cost

6 hours for work on website/digital support $75/hour X 6 hours

$ 450.00

Addition of new patient contract/order sheet $75/hour X 2 hour

$ 150.00

Training of staff to new program 5 HCP X $30/hr X 2 hours

$ 300.00

Clinic Income

Estimate of total income

Can increase new patient visit charge depending time and

$ 50.00 (per visit)

documentation
Patient may stay in practice (follow-up visits)

$ 125.00

Possibly referral of new patients (new patient visit charge)

$ 375.00 (per referral)

Based on the evidence in the literature, patients have a good chance of improvement in
pain intensity as well as less disability. Marrache et al. (2022) in a retrospective review of a
National Database found that with early PT patients with LBP would have significant reduction
in associated healthcare spending in the short term (30 days) and in the long term (1 year). Childs
et al. (2015) found a 60% lower total LBP-related costs for early and guideline adherent physical
therapy. Salathe´ et al. (2018) reported in a systemic review that MDBP rehabilitation in
persistent low back pain significantly reduced pain intensity and disability over 12 months and
substantially reduced costs. This is only one study on persistent LBP, but supports the value of
MDBP in acute/subacute LBP and persistent LBP.
The clinic may be able to “break even” financially if one considers patient satisfaction.
The intervention may be successful and keep patients in the practice and/or may build “good
will” that may bring in more patient referrals. It is possible the pain clinic could use this
approach to market the concept to emergency departments (for referral for follow-up care),
primary care physicians, and the public.
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Conclusions/Recommendations
There is a large body of moderate evidence that MDBP intervention is an approach that
has reduced pain and disability in LBP patients in the short term and long term. There is some
evidence that early intervention with physical therapy alone can decrease healthcare associated
costs in the short term and long term. Although MDBP intervention may be time consuming and
require interprofessional interaction, it has been successfully achieved in large institutions and a
few small studies. The guidelines for care of LBP are very similar to the MDBP approach.
Since the clinic was unable to implement the project and the resources may not be
available to realize the entire plan for the MDBP, the author still believes that initial steps could
be taken to get closer to the evidence based practice. One suggestion would be to have a standard
protocol to order physical therapy early (within two weeks of diagnosis). The second
recommendation would be to have the digital support accessible for patients and to inform them
of the availability of educational, physical, and psychosocial support. In follow-up visits, the
HCP would be able to evaluate if the limited MDBP approach is working for the patients.
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Studies/Outcome
Pain
Pain present Y/N
VAS
NRS
VNS
BPI
MvK (pain only)
Combined/conversion
Pain Intensity and
Disability Combined
MvK (von Korff)
MPI
PDI
PSEQ
QBPDS
RMDQ
Combined/conversion
Return to Work
Physical outcome
QOL/functionality
Duration PT↕
1-2 month/s
3-4 months
6 months
1 year
Type of Intervention
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Du
MA

Gardner Irvine
RCT
RCT

√
√
√

√ ↓*

√
↓*

Shebib
RCT

Smith
RCT

√↓*

√↓*

↓*

√
√

Kamper
MA

↓*

↓*

√↓*
√↓*

↓*
↓*

√↓*
√
√↓*

√↓**
√↓**
√↓**
√↓**

√↓**
√↓**
√↓**

SMP
MDBP

CEPLGS
MDBP

√↓**
√↓**

√
√

√↓**

√↓**
Fitback/online
MDBP

MDBP

DCP app
MDBP

↓*
↓*
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Synthesis (MA=meta analysis, PC=prospective cohort,

RCT=randomized control trial, SR-systematicc review )
All studies showed a statistically significant reduction in pain or
pain intensity with small to moderate effect sizes, 2 studies
reported minimally important change—which is fairly
impressive
This is the main outcome for the PICOT, but included below is
info for pain intensity as it affects disability and functionality
5/6 studies reported a pain intensity/disability score that
showed statistically significant improvement from baseline and
when compared to usual care. One study showed a minimally
important change.

Not a main outcome for most studies; mixed results; not
significant long term
This is similar to pain intensity/disability; this one study showed
a statistically significant improvement in PO
All 6 trials showed a significant improvement in both pain and
“disability/functionality” at different time points. 3/6 showed
improvement after one year when comparing intervention to
usual care.

DCP via IN
MDBP

*significant ρ < 0.05, ** significant both pain & disability/pain & PO, ↕duration times (collapsed), √= evaluated,
↓=decrease/improvement

BPI=Brief Pain Inventory, CEPLGS=combined education and patient-led goal setting, DCP=digital care program, EX=Exercise treatment, ES=effect size, IN=internet, MA=meta-analysis
MDBP= multidisciplinary biopsychosocial rehabilitation, MkV=modified Von Korff scale, MPI=Multi-dimensional pain inventory, NRS=numeric rating scale, PC=prospective cohort,
PDI=Pain disability index,PDSQ=Pain Self Efficacy Questionnaire, PO=Physical outcome, PT=Post Treatment, QBPDS=Quebec Back Pain Disability Score, QOL=Quality of life,
RCT=randomized control trial RMDQ=Roland Morris Disability Questionnaire, SMP=Self-Management Program VAS=Visual analog scale, VNS=Visual numeric scale, SR-systematic review
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Studies/Outcome

Pain
Pain present Y/N
VAS
NRS
VNS
BPI/JQ
MvK (pain only)
Combined/conversion
Pain Intensity and
Disability Combined
MvK (von Korff)
MPI
PDI
PSEQ
QBPDS
RMDQ
Combined/conversion
Return to Work
Physical outcome
QOL/functionality
Duration PT ↕
1-2 month/s
3-4 months
6 months
>=1 year
Type of Intervention

Fernandez Ibrahim
SR-MA
PC
↓*

Mas
RCT

Shaygan
RCT

Suni
RCT

↓*

↓*

25
Synthesis (MA=meta analysis, PC=prospective cohort,
RCT=randomized control trial, SR-systematic review )
Van Erp
SR
↓*
↓*

↓*
↓*

Van Erp’s SR had 3/6 trials showing significant improvement
in pain intensity/disability
The other 2 studies showed significant improvement for pain
intensity/disability

↓*

↓*

↓*

↓*
↓*
↓**

↓*
↓*
↓*
↓*

EX
MDBP

All studies reported significant improvement in pain with
moderate to large effect sizes for most studies (where ES was
reported), Questionnaires used have high alpha (Cronbach’s)
In Van Erp’s SR only 2/6 showed strong significant
improvement of pain

MDBP
CEPLGS

√

↓**

↓*
↓**
↓**

↓*
MDBP

DCP
MDBP

↓*

√

↓*

↓*

↓**
↓**
MDBP

↓**
↓**
↓

2/3 trials showed improvement for return to work or less
fear to return to work
5/6 trials noted improvement in QOL and Shaygan trial
specifically measured for depression with significant ↓
Of the 6 trials, 4/6 reported continued ↓ significant
improvement for both pain and disability after the initial post
treatment period. 3/6 that measured at >= one year
maintained the treatment effect.

MDBP

*significant ρ < 0.05, ** significant both pain & disability/pain & PO, ↕duration times (collapsed), √= evaluated, ↓=decrease/improvement
BPI=Brief Pain Inventory, CEPLGS=combined education and patient-led goal setting, DCP=digital care program, EX=Exercise treatment, ES=effect size, IN=internet, MA=meta-analysis
MDBP= multidisciplinary biopsychosocial rehabilitation, MkV=modified Von Korff scale, MPI=Multi-dimensional pain inventory, NRS=numeric rating scale, PC=prospective cohort,
PDI=Pain disability index,PDSQ=Pain Self Efficacy Questionnaire, PO=Physical outcome, PT=Post Treatment, QBPDS=Quebec Back Pain Disability Score, QOL=Quality of life,
RCT=randomized control trial RMDQ=Roland Morris Disability Questionnaire, SMP=Self-Management Program VAS=Visual analog scale, VNS=Visual numeric scale, SR-systematic review

Table adapted from: Melnyk, B.M. & Fineholt, E. (2019) Evidence-based practice in nursing and healthcare: A guide to best practice. Philadelphia: Wolters Kluwer.
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Appendix B
Flowchart of process for implementation of MDBP

Meet with the Physician Leader (PL) and Adminstrator
(AD) for approval
Day 1-5
make
adjustments

Present to Lead NP, clinical staff, & IT
Present concept & plan, Ask for feedback
Set attainable goals
Day 6-18

make
adjustments

Work on digital and clinical support tools
Final approval
Train staff/plan pre-test, pilot date
Day 19-28

monitor
timeline

Pilot test with a patient, make adjustments
Fully implement
Send reminder to patients
Day 29-35 Ongoing assessment Day 36-74
Collect data for evaluation
Analyze, summarize data for dissemination
Make any changes to improve implementation
Day 75-84

assess
sustainability
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Appendix C
Low Back Pain Treatment Goals: An Example Patient Contract

Date:____/____/____
Yes No Other

The patient agrees to participate in a multi-disciplinary biopsychosocial approach:
Discussed disease process, possible positive outcome with MDBP including
self-management and digital support reviewed with patient in clinic ______min

□Y□N□O

Review disease process videos (2 within 2 weeks)

□Y□N□O

Schedule and attend physical therapy assessment within two weeks

□Y□N□O

Perform home exercises 3 times per week in PT session or at home

□Y□N□O

Go for psychosocial evaluation (optional)

□Y□N□O

Review biopsychosocial videos/YouTube® at least 3/6 in 8 weeks

□Y□N□O

Set up digital patient reminders for participation in MDBP

□Y□N□O

Return to clinic or respond to follow-up call in approximately 8 weeks

□Y□N□O

Communicate with clinic for any escalation in pain not managed with
Anti-inflammatory medicines or MDBP
Request evaluation of MDBP program at approximately 8 weeks
PHYSICAL THERAPY ORDER

□Y□N□O
□Y□N□O

Date: ____/____/_____

Evaluation for low back pain and 6 sessions for follow-up
___________________________
MD / PA / NP
PSYCHOLOGICAL EVALUATION ORDER

Date: ____/____/_____

Evaluation and support for pain management of low back pain
___________________________
MD / PA / NP
Notes on Other:
Note: see clinical record for pain level, work status, medications, any procedure/s ordered

